arms, thighs and in the pectoral region. X-rav photographs wvere taken to demonstrate that this condition couLld have been diagnosed in life.
Sectionzs.-Braini: Showved dead degenerating = o, cysts, the contents of which were necrotic but in d some of them the situation of the scolex could be identified. The host capsule consisted of two lavers a of fibrous tissue, an area of cellular reaction and a zone of limiting gliosis ( fig. 1) . Muscle: Here the cysts were fusiform owing to the effect of muscle " } G3G--> ,~~~c ontraction. Scctions clearlv show the three encapsulating zones.
Past history.-Her husband, a soldier, revealed that she went wvith him to India in 1929 and from ' there to Burma in 1930. In 1931 she had her first Awtw, gif :* J fit, having been perfectly well prior to that date. 4 d; ¢>-i This was at the age of 31 and two years after her arrival in India. After this attack she had epilepti-,as form fits about every month and they were always worse duLring her labours subsequent to 1930. Some-,0 times she became paralysed down one side, some- 
DISCUSSION ON THE DIAGNOSIS AND TREATMENT OF THE ACUTE ABDOMEN FROM THE GYNIECOLOGICAL
POINT OF VIEW Mr. Victor Bonney, opening the discussion, sketched some of the principal causes of acute abdomen as they affected the gynacological surgeon. As regards acute salpingitis he had always advocated early operation and though the modern prontosil derivatives had somewhat modified his views he still, in the main, held to them. He did not operate on cases where the condition was already obviously on the mend, or on those where the svmptoms were slight. In such he waited and observed the course of events.
All patients seriously ill, all those who presented a defined tumour and all those in whom the diagnosis was uncertain should be operated on forthwith. He pointed out how easy it was to overlook a small follicular abscess, and as a precaution against such he always stabbed the ovaries in several places. If an abscess was found it should be opened up and left to drain through the tube. He was in favour of drainage in all the cases operated on. In the rare condition of solitary ovarian abscess the infection was staphylococcal, the symptoms severe and the patients were nearly .always quite young women.
Pelvic appendicitis was very difficult to diagnose with certainty and every case in which there was the possibilitv of it should be opened at once. Diverticulitis was very often presented to the gynaecological surgeon. The symptoms were verv variable and the diagnosis difficult. It should be remembered that diverticulitis was rare before 50 and salpingitis rare after 50. The best procedure was as a rule colostomy and drainage.
'When colic carcinoma perforated, the symptoms often suggested some disaster to the left appendage-all such cases must be operated on at once. Speaking of 'the acute abdomen and pregnancy, he said that up to six months the presence of the pregnant uterus made no difference to the treatment but when one of the acute abdominal catastrophes befell a woman at or nearly at full term, the presence of the uterus was a great handicap to diagnosis and treatment. In such he thought that the first step should be to empty the uterus by Caesarean section and then proceed to Section of Obstetrics and Gyncecology 531 locate the disaster and take steps to remedy it. The appendix was often greatly raised, sometimes as high as the rib margin.
He referred to those cases in which an acute precipitation of cholesterol sand or dust occurred in the gall bladder. It caused acute agony. The proper course after emptying the uterus was to open the gall-bladder, evacuate the sand, wash it out clean and sew it utp again. Intestinal obstruction with advanced pregnancy was a very serious thing and here again as a rule the uterus should be emptied as the first step in the operation. He recalled a case where forty-eight hours after delivery the patient rotated her entire small intestine as one huge volvulus.
Mr. V. Zachary Cope said that acute abdominal disease in women differed from that in men by reason of the presence of the female generative organs and the extra path of infection. The chief symptoms-pain, distension, muscular rigidity, vomiting-varied slightly in the two sexes. Pain in most gyn?ecological conditions started in the hypogastrium but might shift upward; in most conditions in the male the initial pain was central but might shift to the lower abdomen.
Distension was less common in gynecological conditions. He had, however, known a suLrgeon make a mistaken diagnosis of intestinal obstruction in a case which was really one of uroemic distension and vomiting, consequent on a nephritis due to the taking of lead with a view to the procuring of abortion. The urine should always be tested for albumin. Rigidity was not found so early in cases of peritonitis starting in the pelvis, e.g. salpingitis and pelvic appendicitis. Voluntary muscular rigidity was more common in nervous women. Vomiting was quite frequent in pelvic peritonitis, ovarian cyst or fibroid with twisted pedicle, and in severe dysmenorrhcea. More than two-thirds of cases of hypogastric pain in women were due either to appendicitis or adnexitis. The common diagnostic problem therefore was to distinguish between these conditions. If the appendicitis was typical there was little difficulty, but when there was no initial central pain appendicitis might be very difficult to differentiate from salpingitis. Moreover it might be almost impossible to be sure whether a tender lump on the right side of the pelvis was a subsiding appendicular inflammatory mass or a pyosalpinx. Severe dysmenorrhra when accompanied by vomiting could be taken for a more serious condition. On the other hand a recent case of sigmoid volvulus in a girl of 18 gave rise to spasmodic pain felt in the lumbosacral region and made him think at first that he was dealing with severe dysmenorrhoea.
Severe pain, more often on the right side, might accompany ovulation and closely simulate appendicitis. When an ovarian cyst or fibroid twisted on its pedicle the pain and vomiting might be severe but a tumour would be felt. Diverticulitis was protean in its manifestations and must always be considered in inflammatory conditions of the lower abdomen in women. Pneumococcal peritonitis might also occur though rarely in adult women, and with its pain, vomiting, distension and absence of rigidity might simulate intestinal obstruction.
Intra-abdominal hiemorrhage might result as a consequence of the rupture of a tubal gestation, but it might also follow from the rupture of a graafian follicle or corpus hxemorrhagicum. One must always recollect that such bleeding might be accompanied bv pain on top of the shoulder (phrenic shoulder-pain). The signs of anaemia were not always so evident because of the make-up so prevalent to-day.
With regard to treatment Mr. Cope said that acute salpingitis could usually be treated conservatively especially now that we possessed drugs which had a specific action on the gonococcus. If the abdomen were opened and an early acute salpingitis found it was not necessary to remove the fallopian tubes. As a general rule he treated cases of acute abdominal disease in the pregnant woman much in the same manner as if she were not pregnant. The life of the mother was the more important. In most cases the pregnancy continued normally.
Mr. L. Carnac Rivett said that he had seen a case of carcinoma of the rectum and another case of intussusception in a woman of 40, to both of which he was called on a diagnosis of twisted ovarian cyst. In each case a tense, tender mass could be felt by abdominal and vaginal examination.
He had seen several cases of tubercular peritonitis which had simulated twisted ovarian cysts. Sometimes the differential diagnosis was very difficult because it was not possible to get a correct history. For some reason which he had never been able quite to make out a woman frequently failed to notice a large tumour in the abdomen, so that when the case came for examination a tumour as large as a football was found and no history was forthcoming as to how long it had been there. If it was tubercular peritonitis undergoing an exacerbation of activity, operative interference would produce an acute miliary tubercle which was likely to be fatal. Two or three cases of carcinoma of the ascending colon wvith very great distension of the cOecim, in his experience, suddenly gave rise to acute svmptoms, and wvere noticed for the first time when these acLIte symptoms were present, and then the case was diagnosed as twisted ovarian cyst. These cases, again, might be very difficult, because of course, the twvisted ovarian cyst was frequently xvell Up in the abdcomen, and not in the pelvis at all. When he suspected that the condition was due to something in the intestinal tract, he had always adopted the principle of calling in a colleague vho was experienced in intestinal surgerv to deal wvith them.
On the controversial subject of salpingitis, Mr. Zachary Cope had said that the diagnosis was usually easy because there wvas a history of infection, there wvas the gonococcus, and the vaginal discharge; but in his experience patients with acute salpingitis were very often endeavouring to hide gonorrhoca, and did not give a true history.
The onset of salpingitis varied considerably. In a few cases the svmptoms appeared suddenlv and wvere acute, but in most cases the onset was insidious and gradual. If the onset was suLdden and acute, so that a woman who was going about her daily occupation was suddenly seized with an acute lower abdominal pain, with rise of temperature and tenderness, the differential diagnosis as between acute appendicitis and acute salpingitis was in his experience not nearlv as easv as Mr. Zacharv Cope had indicated, and in most of these cases with acute onset it was almost impossible to make the diagnosis at all. In such cases the verv best treatment was a laparotomy performed at once, within the first twelve or twenty-four hours of the acute onset. The case which gave a history of disease and a gradually increasing pain and discomfort in the lower abdomen wouldl be treated expectantlv, and with the sulphonamides; but the sudden acute onset which was seen vithin twventy-four hoturs called for immediate laparotomv.
He also wanted to put forward one of the suggestions which he had entertained for many years, namely, that appendicitis in the female wvas best treated by a mid-line incision. He had seen a good manv cases of women who had had lower al)dominal pain and had gone to a general sturgeon who had made a verv small incision, about 3/4 in. long, and had taken out an appendix which provcd to be pathological onlv when one measured it with a tape measure, and the same svmptoms had continued after the operation. In such cases he had opened up the abdomen and had removed chronic pus tubes which obVioUsly had been there when the appendix was operated upon.
Mr. V. B. Green-Armytage, Mr. Malcolm Donaldson, Mr. K. Vartan and Sir James Walton also spoke.
The President (Dame Louise Mcllrov) in summing up said that it was curious that the discussion had turned so largelv on the treatment of accute salpingitis. It w,vas often verv difficult to diagnose the acute abdomen and she could not understand why the speakers had not laid more stress on the preliminarv examination under an anesthetic. A point on which the late Professor Blair-Bell insisted in a difficult diagnosis was to keep palpating the abdomen while the patient wvas going under the anxsthetic and to find out in that way the last part of the abdomen to give up its rigidity. The patient resisted to the last moment at the acutelv tender portion, and probablv the hand would locate wvhere the trouble was.
In acute salpingitis she very seldom opened the abdomen. Tubercular tubes, unless pus was present, she did not as a rule touch. If one interfered by means of surgical treatment in the case of a patient who was tuberculouis there was a risk of wvakening up an old pulmonary focus. Acute salpingitis wvas a difficult thing to diagnose, even sometimes under an anxesthetic. At the operation the tubes were removed, as was often the case in years gone by wvhen more radical gynlvcology was practised. The patient, usually a young womanl, as a consequence was sterilized, and here it wvas worth while to remember that gynecological surgeons were halted by a medico-legal or medico-sociological problem which did not affect the general surgeon. The general surgeon could undertake large operations more or less with impunity, but if the ovaries were removed the gynecological surgeon had to think of possible consequences apart from the immediate welfare of the patient. She herself dilated the cervix and drained the uterus with a self-retaining rubber tubc which she thought was the proper way of draining the tubes.
With regard to treatment, more stress should be laid on the method of draining the acute abdomen. She thought it was ideal in a female patient to drain in Douglas's pouch;
she put a long curved forceps up in the posterior fornix and cut down on that, putting in gauze or sometimes a drainage tube in the hollow of the sacrum. This was pulled through and left there, later being taken out by degrees or under light anazsthesia. Drainage was thus induced bv Nwhat she called the natural method. It was a verv good method and she could not see whv the gencral surgeon should not adopt it more frequently in preference to putting a drain in the abdominal incision.
